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Commentary
Perceived shortage of family doctors in Quebec
Can we do something about it?

François-Pierre Gladu MD CCMF

While the public health care system is suffering 
from underfunding, this is not the only source of 
its problems. Current reforms, such as the com-

puterization of patient files, the rationalization of drug 
consumption, and the integration of medical points of 
service, will have a negligible effect on service delivery as 
long as there continues to be too few family physicians 
to care for the population of Quebec. There is consensus 
in the media that the shortage of physicians is, to a large 
extent, responsible for the problems in Quebec’s health 
care system. But is this perception correct?

The Canadian Institute for Health Information has 
published 2005 data on the percentage of people in each 
province who do not have a regular physician (Table 1).1 
These data show the following.
•	 Quebec has by far the worst situation (25% of its 

people are without a regular physician), despite the 
fact that it ranks third in terms of the number of 
general practitioners per 100 000 people. Quebec 
has 16% more family physicians per 100 000 people 
than the rest of Canada does. In spite of this, more 
than twice as many of its residents do not have phy-
sicians.

•	 Quebec also has the highest percentage of 
specialist physicians per 100 000 residents—
20% more than elsewhere in Canada. With 
more specialists, family physicians should 
be able to focus on their primary care 
duties.

•	 Nova Scotia is the only province with sig-
nificantly more GPs per 100 000 people than 
Quebec. But while it has only 8% more pri-
mary care physicians, it offers far supe-
rior family medicine services: only 5.4% of 
Nova Scotians do not have access to family 
physicians.

•	 The 2 other densely populated provinces 
have far less difficulty providing their tax-
payers with family physicians. While British 
Columbia has a slightly higher proportion 
of general practitioners per 100 000 peo-
ple and fewer specialists than Quebec, only 
11% of its population does not have access 
to family physicians. In Ontario, which has 

a real shortage of general practitioners (at least com-
pared with Quebec, which has 28% more), only 9% 
of the population do not have their own physicians 
(ie, a third the number who do not have physicians in 
Quebec).
The situation is even worse in Montreal than it is 

in Quebec as a whole, and this is contributing to over-
crowded emergency rooms. Where only 9.4% of Toronto, 
Ont, residents do not have family physicians, which is 
similar to the average for Ontario, the percentage of 
patients with no physicians in Montreal is 32.4%, much 
higher than the average for Quebec.

Between 1999 and 2004, at least 200 000 Quebec resi-
dents lost their family physicians, and during the same 
period, at least 900 000 others could have been treated 
by new family physicians but were not because none 
were available. Altogether, nearly 2 million Quebec resi-
dents have no family physicians.

Patients who do not have family physicians are 
often forced to go to emergency rooms for care, which 
explains why more than half of emergency consultations 
are not for true emergencies.2 These visits cost taxpay-
ers 5 to 10 times more3,4 than the same consultations in 

Cet article se trouve aussi en français à la 
page 1871.

Table 1. People 12 years and older without family physicians in 
Canada in 2005

LOCATION 

TOTAL 
POPULATION  

(000 000)

RESIDENTS 
WITHOUT FAMILY 
PHYSICIANS (%)

NO. OF FAMILY 
PHYSICIANS PER 

 100 000 POPULATION*

Quebec   7598 25.1 109

Alberta   3257 17.6 102

Manitoba   1178 16.1  94

Saskatchewan     994 15.7  89

Newfoundland and 
Labrador

    516 12.8  99

British Columbia   4255 11.0  111

Prince Edward Island     138 10.3  89

Ontario 12 541  8.9  85

New Brunswick     752  6.7 102

Nova Scotia     938  5.4 118

Canada not including 
Quebec

24 673  10.95  94

All of Canada 32 271 14.4  98

*Canadian Institute for Health Information.1 

Data from Statistics Canada, June 2006.
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family physicians’ offices. In addition, patients who are 
cared for by family physicians have better survival rates, 
are less expensive to care for, are hospitalized less often, 
and consume fewer drugs than other patients.5-11 Not 
surprisingly, Quebec spends more per capita on drugs 
than any other province.12 It all adds up to the biggest 
waste of public funds of our generation.

Why does Quebec rank so poorly?
With such a large pool of physicians, why does Quebec 
rank so poorly? The average number of hours worked 
per week is 10% lower for female physicians,13 but the 
fact that the percentage of female family physicians is 
6% higher in Quebec only explains a 15-minute-per-
week gap with the rest of Canada. Clearly, the effect 
of the more rapid increase in the proportion of female 
family physicians in Quebec has been minimal. 

There is only 1 other factor that sets Quebec apart 
from the rest of Canada. Since 1993, at the expense 
of their regular patients, all new general practitioners 
have been required to take on special medical activities 
(SMAs) in hospitals during their first 20 years of prac-
tice. If they do not, they are fined 30% of their income. 
Special medical activities are activities that are essen-
tial but less popular among physicians because they 
are paid for at a lower rate or performed at less attrac-
tive times of day: 24-hour on-call shifts, elder care, and 
obstetric and emergency services. In practice, very few 
hospitals allow physicians to work fewer than 25 hours 
a week, so the compulsory threshold of 12 hours a week 
is purely theoretical. 

As a result, the physicians concerned limit them-
selves to hospital practice or complete their work week 
with walk-in clinics. All other physicians, who represent 
more than half the work force, are not under any obliga-
tion to take on SMAs.

During the past 15 years, while the population has 
aged, physicians retiring and leaving private practice 
have not been replaced, and many clinics have had 
to close. A full-time family physician in private prac-
tice is usually able to care for more than 1500 patients. 
While general practitioners in the rest of Canada care 
for an average of 950 patients, general practitioners 
in Quebec care for an average of only 685 patients. 
In both instances, general practitioners provide some 
secondary care, but in Quebec, less than half of this 
clinical time is spent caring for regular patients. Is this 
well advised?

In all the other provinces, all physicians do SMAs 
through targeted incentives. All have pitched in with 
hospital duties and care of regular patients in their 
private practices. The results are both clear and con-
vincing. In Quebec, however, physicians are remu-
nerated from within a closed budget. Tying hospital 
SMAs to pay bonuses would mean a freeze or drop 
in income for general practitioners in private practice 

who choose not to participate in SMAs. It is clear that 
the technocrats’ dogma and the physicians’ silence on 
the crucial issue of a closed budget for remunerating 
general practitioners is partly responsible for the sys-
tem’s current problems. For the past 15 years, both the 
public and physicians have suffered the consequences 
of this lack of long-term vision.

What can be done?
Recently, the Collège des médecins du Québec, which 
is the professional body dedicated to protecting the 
public in the area of health care outside of the union 
demands of physicians, issued a position paper in 
the context of the parliamentary consultation on the 
response of th   Charest government to the Supreme 
Court’s decision in Chaouilli. The College stated [freely 
translated]: 

“We cannot emphasize enough that access to a family 
physician is an urgent problem and that resolving this 
issue would have a substantial effect on the entire 
health care system .… In the area of family medicine, 
easing the restrictions imposed on physicians, in 
particular young physicians just starting to practise 
medicine, such as special medical activities … is one 
avenue to explore.”14

The Quebec government has made access to health 
care a central commitment, and in 2006, the Minister 
of Health acknowledged that the imposition of SMAs 
had had the perverse effect of decreasing the number of 
medical practices and restricting patients’ access to fam-
ily physicians. And yet these harmful measures still have 
not been eliminated. In light of the effect that they are 
having on access and on quality of care, the best course 
of action would be to follow the more liberal approach 
of the other provinces.

In particular, making all family physicians in Quebec 
share responsibility for SMAs and thus easing the weekly 
workload of physicians with less than 20 years’ practice 
would enable them to care for regular patients in fam-
ily practices and resolve the so-called shortage of family 
physicians. In light of the relative abundance of gen-
eral practitioners in Quebec compared with the rest of 
Canada, this alone would enable Quebec to match the 
clinical care ratios found in the rest of the country and 
to ensure that more than 96% of Quebec residents had 
family physicians. By unclogging our emergency rooms 
and redirecting patients to family physicians, we would 
improve the health of the population and reap substan-
tial savings. 

Dr Gladu practises family medicine in Montreal, Que, is 
a clinical teacher at the University of Montreal, and has 
been President of the Association des jeunes médecins du 
Québec since 2005.
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